dietary approach (Na U decreased significantly -PϽ0.03, ANOVA). This was followed by a significant decrease (PϽ0.001, ANOVA) of both systolic and diastolic blood pressure. The decrease was significant during both the day and night subperiods. The blood pressure decrease was significantly related to the decrease in urinary sodium.
The World Health Organisation (WHO) has published a new classification of blood pressure (BP) in 1999. BP values between 130/85 and 140/90 mmHg are classified as high normal. A BP over 140/90 mmHg is considered as hypertension for all age groups. In contrast to the resting BP normal values, there are still different age-related normal values for exercise BP in the literature. In the present study, 1200 subjects (age 12-88 years) underwent a bycicle exercise test. The percentile of the resting systolic BP distribution at 140 mmHg was calculated for all age groups and the corresponding exercise BP value (100 watts) at this percentile is proposed as normal value (as shown in the table).
Thus, a systolic exercise BP value of approximately 180 mmHg is independantly of the age group at the same percentile as a resting BP of 140 mmHg. Using the percentile-method we propose 180 mmHg as normal value for a systolic exercise BP at 100 watts. Blood pressure measurements are being increasingly used as quality indicators for medical care delivery. Since 1999, the Healthplan Employer Data Information Set (HEDIS) has been using blood pressure control at Ͻ 140/90 mm Hg as one definition of "quality medical care." We gathered data to address the hypothesis that, as awareness of HEDIS guidelines increased, physicians would more commonly record blood pressures with a terminal digit of "8," thus more commonly indicating controlled hypertension. The charts of 656 hypertensive patients visiting the RUSH Hypertension Center were abstracted for supine or seated and standing BP readings at the most recent visit. Readings were stratified by year of recording: 1998 and before (i.e. before HEDIS), 1999, 2000, and 2001. Data were compared using chi-square methods.
Overall, there was a significant difference across all years in terminal digit preference (see table below, reporting number of observations for each terminal digit, P Ͻ 0.01). This was not, however, due to an overabundance of "8s" in the years 1999, 2000, and 2001, as hypothesized, but instead there was a significant shift to use more "0s" in the last two years. When the data from each year were analyzed separately for terminal digit preference, there was no significant difference across terminal digits in either the Ͻ 1998 or the 1999 readings, but in both 2000 and 2001, zeros were significantly more common (P Ͻ 0.001 for each). When comparing the observed proportion of each terminal digit across time, there was no significant change from Ͻ 1998 through 2001, even when the data from Ͻ 1998 and 1999 were combined. These data suggest that, at least in this clinic, physicians, the majority of whom are certified hypertension specialists, did not modify their records of blood pressure readings to conform to norms promulgated by quality assurance groups, and may not have been biased by expectations of later data review. To evaluate the effect of indapamid (IND) on velocity systolic blood pressure (BP) morning rise and dynamic of immunoreactive insulin (IRI), epinephrine (E), norepinephrine (NE) and angiotensine converting enzyme (ACE) during early morning hours in essential hypertensive (EH) patients.
Nineteen EH pts. have been examined at 6 a.m., 9 a.m. and 12 a.m. befor to and after 4 weeks of treatment with IND (daily dose IND was 2.5 mg).
The IRI concentration in blood plasma was estimated by radioimmunoassay and the level of E, NE, ACE by spectrophotometric Method. 24-hour ambulatory BP monitoring was carried out in all pts. Statistical analyses were performed by pair variant Method.
We observed the significant influence of IND on blood plasma vasoactive substance during early morning hours.
After 4 weeks of treatment the IRI concentration was diminished at 6 a.m. from 9.8 mcU/ml to 7.6 mcU/ml (pϽ0.05), ACE level was diminished at 6 a.m. from 7.9 nmol/ml/min to 6.6 nmol/ml/min (pϽ0.001). At 9 a.m. and 12 a.m. IRI and ACE levels were identical to 6 a.m. After 4 weeks of treatment with IND the early morning BP rise was significantly lower: the velocity systolic BP morning rise was 36% decreased and diastolic BP was 18% decreased.
IND normalizes the IRI concentration, lowers the E, NE, ACE levels in morning hours and prevents the wave of morning BP rise. 
